In 50 patients with chronic bronchitis the relation was assessed between exercise tolerance and pulmonary function and psychological factors, including subjective perception of exertion, mood, general psychiatric disturbance, and the attitudes and beliefs held by patients concerning themselves, their illness, and its treatment. Ventilatory capacity was significantly correlated with but a poor predictor of exercise tolerance.
Introduction
Chronic bronchitis with emphysema is a major cause of disability in the United Kingdom, and assessment of patients' disability is a common task for physicians.1 2 Measurement of pulmonary function is important in all cases, but in some patients other factors seem to contribute to their disability. Previous surveys of patients with chronic bronchitis have shown a greater than expected degree of psychiatric morbidity,3 4 and patients considered to have bronchitis and disproportionate breathlessness who were referred to Burns and Howell5 displayed features of both psychiatric disturbance and personality disorder. We previously used the 12-minute walking test as a useful test of everyday disability in patients with chronic bronchitis6 7 but noted that its correlation with ventilatory capacity was not strong. Factors affecting effort and motivation must also be important, and we have therefore examined mood and general psychiatric disturbance, together with patients' beliefs and attitudes concerning their illness, to see whether such factors are related to physical performance. Patients of ventilatory impairment was represented, with forced expired volume in one second ranging from 0 25 to 3-5 1 (mean 0-97 +0 6 1) and forced vital capacity from 1 1 to 5 2 1 (mean 2 59 ±0 96 1), both measured at body temperature, pressure, and saturation. The range of arterial oxygen pressure was from 10-4 to 6-4 kPa (78 to 48 mm Hg) (mean 8-4±1 1 kPa (63±8 mm Hg)) and arterial carbon dioxide pressure from 4-4 to 7-2 kPa (33 to 54 mm Hg) (mean 5 5+0 8 kPa (41±6 mm Hg)). The 12-minute walking distance ranged from 205 to 1460 m (mean 794 ± 290 m).
As in previous studies6 7 a significant correlation was found between ventilatory capacity and 12-minute walking distance, but the correlation coefficients for forced expired volume in one second (r=0 26, p <005) and forced vital capacity (r =0-29, p <002) were lower than previously reported. Of the variables studied, perceived exertion correlated most strongly (r=-0 49, p<0 001) with 12-minute walking distance and was not itself significantly correlated with either forced expired volume in one second or forced vital capacity. Arterial oxygen and carbon dioxide pressures were not significantly correlated with the 12-minute walking distance.
PSYCHOLOGICAL FACTORS
A score greater than four out of 30 on the general health questionnaire has been taken to indicate the presence of general psychiatric disturbance,"' and 39 of the 50 patients had scores greater than this. Despite this evidence of psychiatric morbidity the individual scores did not correlate significantly with the distance walked. In contrast, scores for disturbances of mood assessed with the multiple affect adjective checklist in 49 patients showed significant negative correlations of increasing strength with anxiety (r= -0-28, p<0 05), hostility (r= -0-38, p<0 02), and depression (r= -0 43, p<0 001). When beliefs and attitudes were analysed many beliefs held by the patients, particularly fear of exercise and negative attitudes towards treatment, correlated negatively with walking distance. Positive attitudes, with confidence in the value of treatment and taking exercise, correlated positively with exercise tolerance (table II) .
We performed stepwise multiple regression analysis in 46 cases as some data from the semantic differential were missing in four. The analysis was carried out on all the factors that correlated significantly with walking distance, and permitted identification of those factors having independent effects and removal of those that were -intercorrelated. Many factors including the scores obtained with the multiple affect adjective checklist, which describe mood, were thus eliminated. The remaining independent factors that contributed significantly (p <0-05) to variance in the 12-minute walking test were: perceived exertion (percentage variance 27%); "treatment 'will cure me' " 14°%; "my bronchitis 'is bad' " 14%; "myself as I would like x "treatment will cure me" -84
x "bronchitis is bad" +67 x "wish to be delicate" +49 x "treatment will be successful" +06 x forced vital capacity + 28 x "smoking is awful" (multiple r-0 89, p<0001).
Discussion
Ventilatory capacity is a poor predictor of exercise tolerance in chronic bronchitis, whether estimated by the patient '5 
Low phospholipid arachidonic acid values in diabetic platelets D B JONES, R D CARTER, B HAITAS, J I MANN Abstract
Platelet aggregation is enhanced in diabetes mellitus, and platelets may be implicated in the pathogenesis of diabetic angiopathy. Increased platelet aggregation is probably mediated by the production of the proaggregatory prostaglandin thromboxane, which is synthesised from arachidonic acid (C20:4) by the action of the platelet enzymes cyclo-oxygenase and thromboxane synthetase.
The fatty acid composition of platelet phospholipid was measured in 20 normal controls, 10 insulin-treated diabetics with no or minimal retinopathy, and 10 insulintreated diabetics with proliferative retinopathy. The percentage of arachidonic acid was significantly higher in controls (mean 22-6%) than in the diabetics with no or minimal retinopathy (mean 18 5%; p <0 025) and the diabetics with proliferative retinopathy (mean 14 6%; p <0 001). The percentage of linoleic acid was lower in controls (mean 8-9%) than in the diabetics with no or minimal retinopathy (mean 12 6%; p <0 01) and diabetics with proliferative retinopathy (mean 13 1%; p <0 001). The mean percentage of linolenic acid was significantly lower in the diabetics with proliferative retinopathy (2-7%) than in the normal control group (444%; p <001). A significant negative correlation was found between the percentages of arachidonic acid and The reciprocal correlation between percentages of arachidonic acid and glycosylated haemoglobin suggests that diabetic control may influence thromboxane release and platelet activity directly and that low percentages of arachidonic acid reflect the increased degree of in-vivo activation.
Introduction
The control of platelet aggregation is influenced by two conflicting prostaglandins. Thromboxane A2 is synthesised and released by platelets and promotes aggregation,' while prostacyclin is produced by vascular endothelium and is antiaggregatory.2 Disturbed metabolism of either of these has been suggested as the cause of increased platelet aggregation in diabetes.3
Raised circulating concentrations of thromboxane B2 (the metabolite of thromboxane A2) have been shown in diabetics with retinopathy, though thromboxane production by platelets in vitro was low or normal. 4 We have studied the phospholipid fatty acid composition of platelets from diabetics with minimal background or severe proliferative retinopathy because arachidonic acid represents the crucial substrate for production of thromboxane A,. We also studied the relation between glycaemic control and altered composition of platelet fatty acids.
Patients and methods
We studied three groups of subjects: 20 normal controls, 10 insulin-treated diabetics with no or minimal retinopathy, and 10
